. Review methods. Studies where data were collected from clients or staff about their experiences or perceptions of behavioural interventions were included. Two reviewers independently screened records on title and abstract. Full-text papers were obtained for records identified as potentially relevant by either reviewer. Two reviewers independently filtered all full-text papers for inclusion, extracted findings and critically appraised studies. We used an approach akin to Framework, using a matrix of pre-specified themes to classify the data and facilitate its presentation and synthesis. Results. Seven studies involving 200 participants identified clients' views. Findings identified from at least one study of moderate quality included increased fear of accidents and convenience of treatment. Factors enabling participation included realistic goals and gaining control. 
Introduction
Urinary incontinence (UI), defined as 'involuntary loss of urine ' (Abrams et al. 2002) , is common in the general population and can affect people of all ages. More than one in three people over 40 years of age reported symptoms of bladder problems in a large survey by Perry et al. (2000) , although most did not find their symptoms sufficiently bothersome to seek help.
UI following stroke is common, with prevalence estimates suggesting around half of stroke survivors are affected in the acute phase and findings similar across countries (Nakayama et al. 1997 , KolominskyRabas et al. 2003 . As many as 43Á5% and 38% of stroke survivors remain incontinent at three months and one year respectively (Williams et al. 2012) . In longer term stroke survivors (on average nine years post-stroke), prevalence has been reported as 17% (Jorgensen et al. 2005) .
Damage to the pontine micturition centre or higher centres, particularly the medial aspects of the frontal lobes of the brain, can disrupt micturition pathways leading to impaired bladder storage and voiding (Panicker et al. 2010) . Urge incontinence is the most common type Why is this review needed?
• Behavioural interventions are recommended as first-line therapy for the management of urinary incontinence.
• The barriers to and enablers of uptake and delivery of behavioural interventions from the perspective of clients and clinical staff have not been reviewed.
What are the key findings?
• Clients' views of barriers to participation in behavioural interventions included increased fear of accidents and convenience of treatment.
• Client factors enabling participation in behavioural interventions included having realistic goals and expectations and gaining a sense of control.
• Staff views of barriers to adopting behavioural interventions included staff education and perceptions of treatment effectiveness. Staff factors enabling the adoption of behavioural interventions included teamwork and experience of success.
How should the findings be used to influence policy/ practice/research/education?
• Further research exploring clients' experiences of, and responses to, behavioural interventions is warranted.
• Further research into staff experiences of delivering behavioural interventions in a range of settings is recommended.
• Findings from the review were used to inform delivery of the intervention in the ICONS: Identifying Continence OptioNs after Stroke randomized controlled feasibility trial.
after stroke (Pettersen et al. 2007) and is generally the result of detrusor overactivity (Arunabh & Badlani 1993) . Associated stroke impairments may compound difficulties with bladder control with motor, visual, mood or speech problems making the practical task of access (or requesting access) to toilet facilities a challenge (Brittain et al. 1999) .
Problems with continence have been shown to be amenable to early intervention, particularly in the three months following stroke (Marinkovic & Badlani 2001) . Stroke outcome may be better in those stroke survivors who remain continent or regain continence (Barer 1989) . While there are problems with attributing better stroke outcome to improvements in continence, it is possible early intervention aimed at promoting recovery from incontinence may improve morale and self-esteem and therefore speed overall stroke recovery (Barer 1989 , Patel et al. 2001 . It is also possible that the recovery of continence reduces barriers to participation in rehabilitation activity.
In this paper, we report the findings from a qualitative evidence synthesis which aimed to identify barriers to and enablers of the successful uptake and delivery of behavioural interventions from the perspective of clients and clinical staff. The review formed part of the ICONS: Identifying Continence OptioNs after Stroke Programme Grant for Applied Research funded by the National Institute for Health Research (Thomas et al. 2014 (Thomas et al. , 2015 . The programme was structured in line with the Medical Research Council (MRC) framework for the evaluation of complex interventions (Medical Research Council 2000 , 2008 ; this review was undertaken as part of the MRC development phase and updated in 2013.
Background
Despite the availability of clinical guidelines for the management of UI in women (National Collaborating Centre for Women's and Children's Health 2013) and after stroke (Intercollegiate Stroke Working Party 2012), national audit data suggest incontinence is often poorly managed. In the latest Sentinel Stroke National Audit Programme (SSNAP) [Royal College of Physicians 2014], 17% of incontinent patients did not have a plan for continence management within three weeks of arrival on the stroke unit, a statistic described by the authors as 'terrible'.
While continence is already recognized as a component of organized stroke care, it is known that nurses find managing continence in the context of stroke challenging (Booth et al. 2009) , with over-reliance on urinary catheterization as a management strategy especially in the acute phase of illness Cowey et al. 2012) . There are medical therapies (e.g. antimuscarinic medications such as Oxybutinin; posterior tibial nerve stimulation) which can be appropriately used to assist continence but these need to be based on appropriate first-line assessment and behavioural management in line with national guidelines (Intercollegiate Stroke Working Party 2012).
Behavioural interventions are recommended as first-line therapy for the management of UI (Intercollegiate Stroke Working Party 2012, National Institute for Health and Care Excellence 2012). These include bladder training (Wallace et al. 2004) , timed voiding (Ostaszkiewicz et al. 2004b) , prompted voiding (Eustice et al. 2000) , habit retraining (Ostaszkiewicz et al. 2004a ) and pelvic floor muscle training (Dumoulin et al. 2014) .
The effectiveness of behavioural interventions has been systematically reviewed in adults. The review of timed voiding (Ostaszkiewicz et al. 2004b ) included only two trials of poor methodological quality and concluded there was no empirical evidence for or against the intervention. Similarly, the review of habit retraining (Ostaszkiewicz et al. 2004a) found insufficient evidence of an effect on continence outcomes to recommend this approach. In the review of bladder training (Wallace et al. 2004) , trials tended to favour bladder training and there was no evidence of adverse effects. The review of prompted voiding (Eustice et al. 2000) found evidence of increased selfinitiated voiding and decreased incontinent episodes in the short term. Pelvic floor muscle training may also be effective in assisting the individual to manage urge, stress or mixed incontinence (Dumoulin et al. 2014) and has been shown to be effective as a combined intervention with bladder training (Wyman et al. 1998 , Williams et al. 2005 .
A meta-study of systematic reviews of behavioural interventions has called for clarity in the theory underpinning the use of behavioural interventions for urinary incontinence (Roe et al. 2007a,b) . In addition, the conditions and contexts for successful implementation of behavioural interventions for UI have not been reviewed.
The review Aim
To evaluate the evidence for factors influencing uptake and delivery of behavioural interventions for urinary incontinence in the general adult population from the perspective of clients and clinical staff to inform the design of an intervention specific to UI post-stroke.
Design
Qualitative evidence synthesis adhering to the ENTREQ reporting guidelines (Tong et al. 2012) .
Search methods
The review included studies collecting data from adult clients or staff about their perceptions or experiences of behavioural interventions, including information on factors influencing:
• choice or uptake of behavioural interventions for UI • adherence to/maintenance of a behavioural programme • withdrawal/dropout from a behavioural programme Studies exploring client experience of self-management strategies for UI in general were excluded if behavioural interventions were not referred to specifically. Studies were also excluded if the urinary incontinence related to a temporary condition such as pregnancy (UI within 12 months of childbirth was excluded), or a non-behavioural treatment such as surgery (e.g. prostatectomy). Included study designs were qualitative studies and qualitative components of quantitative surveys.
The search strategy was pre-planned (rather than iterative) and drew on the search developed by the Cochrane Incontinence Review Group for terms related to urinary incontinence and from previous Cochrane reviews on behaviour change. These were combined and then limited for exclusions related to age (non-adult) and language (nonEnglish). The search was designed for MEDLINE (Appendix 1) and then adapted for other databases. We searched MEDLINE, EMBASE, CINAHL, PsychInfo, AMED from inception to May 2013 and Proceedings of the International Continence Society (ICS) . We undertook forward and lateral citation searching via ISI Web of Knowledge for all included studies. The search strategy was developed to locate all relevant studies for the whole series of reviews for the ICONS Programme Grant (including a review of effectiveness) (Thomas et al. 2015) .
Search outcome
The main database search identified 12,900 records (Figure 1) . Another 47 records were added from conference proceedings, plus 72 records from secondary references. After removal of duplicates and clearly irrelevant titles, 3236 records were screened. Of these, 620 full-text papers were retrieved. Five records could not be traced. Studies originally deemed eligible but subsequently excluded are detailed in Appendix 2. Thirteen studies were eligible for the review.
Quality appraisal
Quality assessment was based on quality criteria for qualitative studies or observational designs (Critical Appraisal Skills Programme 2013) including criteria related to participant selection and representativeness, data collection and analysis, methods of representation and testing the robustness of findings. The National Institute for Health and Care Excellence (2007) quality classification was used as follows:
• studies where the credibility of the findings are unlikely to be affected by any weaknesses in study design or conduct (++);
• studies where weaknesses in study design or conduct have the potential to impact on the credibility of the findings (+);
• studies where the credibility of the findings is likely to be affected by weaknesses of study design or conduct (À).
Data extraction
After removal of duplicate records and records obviously not relevant to the review by one reviewer, two reviewers independently screened the remaining records on title and abstract. Full-text papers were obtained for screened records identified as potentially relevant by either reviewer. Two reviewers also independently filtered all full-text papers for inclusion, using a filtration pro-forma.
Data extraction templates were designed with outcome formats and criteria for critical appraisal, together with coding frames and guidance. After training and inter-rater reliability checks for coding and quality assessment, critical appraisal and data extraction were undertaken independently by two reviewers. Disagreements were resolved through discussion; on no occasion was it necessary to consult a third reviewer.
Two reviewers (BF, LT) independently checked descriptive data, extracted findings and critically appraised the studies. Data were extracted on client group recruitment and inclusion criteria, research design and methods, behavioural intervention and findings.
Synthesis
Findings were identified from second order constructs, that is, the study authors' aggregate themes, categories or codes • influencing factor source: client, therapy or context; • direction: barriers or enablers;
• outcome (choice/uptake, participation/adherence, longer term sustainability and withdrawal/drop-out).
We used an approach akin to Framework (Dixon-Woods 2011), using a matrix of pre-specified themes to classify the data and facilitate its presentation and synthesis. As the purpose of the review was to inform delivery of behavioural interventions in practice, analytical categories were imposed by us rather than being inherent in the original data, in contrast to the thematic approach developed by Thomas and Harden (2008) where descriptive themes are generated from the data. All relevant text from included studies under the headings 'results' and 'conclusions' were summarized and entered onto the data extraction form under the pre-specified headings of intervention type, influencing factor source and outcome. In each of these headings, summarized text was coded as either a barrier or a facilitator. Issues of classification and interpretation of the original data need to be taken into account when reading the synthesis, as does the inevitable loss of detail when summarizing studies.
Stakeholder involvement in the review process
The ICONS Review Management Group met quarterly during the review process and their input included feasibility testing the data extraction proforma, checking back to the original study data from the results to comment on robustness of interpretation and reading and commenting on all review outputs. The ICONS Patient, Public and Carer Group were involved at three stages for consultation on the review: to advise on the parameters and scope of the review; to consider the draft results of the review in terms of identifying mediating factors for the feasibility trial; and to assist in the translation of the findings into practical guidance. The review findings were presented to the ICONS Trial Management and Steering groups who made suggestions for optimal conditions for delivery; these informed tailoring of the intervention to client groups and settings in the feasibility trial of combined behavioural interventions for the management of urinary incontinence after stroke in adults.
Results
Findings relating to client and staff experience are reported separately.
Description of studies of client experience
Seven studies of client views or experiences were identified (Table 1) . Two studies mainly referred to factors influencing choice/uptake of UI treatments in older people in residential care (Johnson et al. 2001 , O'Dell et al. 2008 . Three studies provided information about factors influencing participation and adherence to behavioural therapies (Milne & Moore 2006 , Hay-Smith et al. 2007 , Sarma et al. 2009 ) and two studies focused on reasons for drop-out from a UI treatment programme (Kincade et al. 1999 , MacInnes 2008 ).
There were six qualitative studies and one survey. All studies collected data from clients, but Johnson et al. (2001) used postal questionnaires to collect data from proxy respondents who did not themselves have urinary incontinence and also collected data from family members and nursing staff. The samples for two studies were designed to include both men and women, the rest included women only. Kincade et al. (1999) included both men and women in the overall study, but only interviewed women who had not completed their programme. Two studies targeted older adults: community dwelling (Johnson et al. 2001) and in residential care (O'Dell et al. 2008) . Three studies were specific to women with stress urinary incontinence (Hay-Smith et al. 2007 , MacInnes 2008 , Sarma et al. 2009 ; the remaining studies included people with mixed types of urinary incontinence. One study did not exclude participants who were continent at the time of interview (9/ 38 participants reported no or rare wetness), but who had experience of self-care strategies (Milne & Moore 2006) . Two studies were not specific to a particular type of behavioural intervention, but included material relevant to uptake of or adherence to behavioural self-care strategies (Milne & Moore 2006 , O'Dell et al. 2008 . One study elicited preferences for treatment, including behavioural options (Johnson et al. 2001) . Three studies concerned client experiences with pelvic floor muscle training (PFMT) (Hay-Smith et al. 2007 , MacInnes 2008 , Sarma et al. 2009 ); and one study concerned client experience of a combined intervention using both PFMT and bladder training (Kincade et al. 1999) . One study explored the treatment preferences of frail older nursing home residents (Johnson et al. 2001) ; and two studies explored reasons for drop-out/withdrawal from treatment (Kincade et al. 1999 , MacInnes 2008 . The remaining four (Milne & Moore 2006 , Hay-Smith et al. 2007 , O'Dell et al. 2008 , Sarma et al. 2009 ) studies were more wide ranging, covering factors influencing uptake and/or adherence.
Quality and generalizability of included studies
Two studies met most of the appraisal criteria, where any weaknesses were unlikely to impact on the credibility of findings (Milne & Moore 2006 , Hay-Smith et al. 2007 . Two studies had weaknesses mainly in the description of analysis such that weaknesses had the potential to impact on the credibility of the findings (Kincade et al. 1999 , O'Dell et al. 2008 . The qualitative methods in three studies were poorly described (Johnson et al. 2001 , MacInnes 2008 , Sarma et al. 2009 ).
The included studies are mostly generalizable only to women. All of the studies required participants to be cognitively able to participate. In the main, sampling was purposive or a self-selected volunteer sample. Two studies drew samples from US residential care (Johnson et al. 2001 , O'Dell et al. 2008 , so findings may not be generalizable to other care systems. Two studies focus on relatively younger women with stress urinary incontinence (HaySmith et al. 2007 , MacInnes 2008 ; one study (Sarma et al. 2009 ) also includes women with stress urinary incontinence but the age range is not reported. Two studies focus on older women (Kincade et al. 1999 , Milne & Moore 2006 with mixed types of incontinence. The study by O'Dell et al. (2008) included residents with pelvic floor dysfunction where 23 people out of 25 had urinary incontinence, but 13 out of 25 also had other problems. However, findings are defined by the different conditions and in the main it is clear when findings are referring to urinary incontinence. Johnson et al. (2001) included proxy respondents without urinary incontinence.
Findings related to the choice/uptake of behavioural treatments Table 2 details the results of the three studies considering factors impacting on choice or uptake of behavioural treatments for UI (Johnson et al. 2001 , O'Dell et al. 2008 Older adults' main criteria were that the intervention should be easy and not foster dependence, and be natural, comfortable and non-invasive; other criteria were that the intervention should not be embarrassing, and be dry, odour free, simple and not bulky (Johnson et al. 2001 ) Anti-surgery sentiment (Sarma et al. 2009) 
Context factors
Respondents perceived staff to be unable or unwilling to implement UI interventions (Johnson et al. 2001 Results suggest that clients may have a higher tolerance for symptoms and a lower tolerance for disturbance, with a preference for interventions promoting independence and comfort and resistance to any invasive intervention. Behavioural interventions such as prompted voiding can be viewed as embarrassing and resulting in dependence on others, with residents in care facilities disliking the subsequent reliance on nursing staff. Table 3 details the results of three studies considering factors impacting on participation in and adherence to behavioural interventions. Two studies (Hay-Smith et al. 2007 , Sarma et al. 2009 ) were specific to PFMT, while Milne and Moore (2006) referred to client factors impacting on adherence to both BT and PFMT.
Participation/adherence
For BT, a barrier to adherence was increased fear of accidents, while for both BT and PFMT respondents identified difficulty with developing a routine and fitting the intervention into daily life, but a feeling of mastery and control if successful. Enablers included realistic goals and adaptation of daily routines.
There were negative perceptions of PFMT, including the difficulty of learning the exercises and knowing whether they were done correctly. Respondents valued feedback and follow up. Contextual features that impacted on adherence included the requirement for privacy. All three studies were conducted with women; two were specific to women with stress UI ( 
Withdrawal/drop-out
Two studies considered women's reasons for withdrawal from behavioural UI programmes where PFMT was a major component. The findings are detailed in Table 4 . Women cited other health problems, competing pressures, the inconvenience of attending clinics and negative perceptions of PFMT as barriers. Because of the difficulty of knowing whether practice was successful, feedback was Table 3 Findings of client views studies: factors impacting on participation/adherence. Role of incontinence specialist (Sarma et al. 2009) viewed as helpful by some respondents in both studies. Both of these studies were completed on non-attenders of established continence clinics, so the results may not be generalizable beyond these specific examples.
Barriers Enablers

Client factors
Summary: client experiences
Client factors Uptake and maintenance of behavioural therapies could be affected by clients' values and lifestyle preferences, prior experiences with behavioural therapies and their perceptions of the potential consequences -both positive and negative. Adherence was helped by having realistic goals and expectations and experiencing the positive consequences of success.
Intervention factors
The difficulty of knowing whether PFMT exercises are done correctly, and of fitting interventions into daily life were barriers. Professional follow up and feedback helped adherence, as did tailoring interventions to the individual's needs and routines.
Contextual factors
The convenience or cost of treatment options could affect adherence, as could the availability of a suitable environment for practice. People in residential care valued independence and preferred to avoid increased reliance on nursing staff. They could therefore show a preference for containment strategies for urinary incontinence, rather than behavioural therapies.
Description of studies of staff experience
Six studies elicited the opinions of staff about aspects of delivering behavioural interventions for UI, and are summarised in Table 5 . Five studies were completed in long term care facilities in the USA, and one in acute care in the UK. One study mainly referred to factors influencing choice/uptake of UI treatments for older people in residential care (Johnson et al. 2001) . Three studies detailed the factors influencing the provision of continence care: one in acute care settings (Dingwall & McLafferty, 2006) and two in long term care settings (Mather & Bakas, 2002 , Resnick et al. 2006 . Two studies focused on staff perceptions of delivering a prompted voiding intervention in long term care settings (Lekan-Rutledge et al. 1998 , Remsburg et al. 1999 . Two studies used questionnaires to collect data (LekanRutledge et al. 1998 , Remsburg et al. 1999 ; four studies used group interviews or focus groups, with two of these studies also using a small number of individual interviews (Johnson et al. 2001 , Dingwall & McLafferty 2006 . All of the studies collected data from nurses, four studies collected data from mixed grades of nursing staff, with two studies specific to nursing assistants (Lekan-Rutledge et al. 1998 , Mather & Bakas 2002 . Two studies (Lekan-Rutledge et al. 1998 , Remsburg et al. 1999 were undertaken to elicit the views of staff about a prompted voiding intervention they had participated in; the remaining four studies were about views on aspects of general continence care that could include behavioural intervention.
Quality and generalisability
The quality of the studies related to staff views was poor overall, with only one study of good quality (Resnick et al. 2006) , and two studies of moderate quality (Mather & Bakas 2002 , Dingwall & McLafferty 2006 . In the main, findings are most relevant to nursing staff working in long term care settings in the USA. There is only one study relevant to acute care in the UK. However, most studies report barriers to the provision of adequate continence care (including forms of behavioural intervention) to older people. The generalisability of most of the findings related to barriers are confirmed in both acute and long term care settings, in the USA and the UK. However, the generalisability of findings related to enablers is mostly confined to nursing assistants working in long term care settings in the USA (Table 6 ).
Summary: staff perceptions
Factors which could act as a barrier to continence promotion by staff included views on UI in older people; different views on aims of UI therapy than clients or family; referral and admission routes; nursing assessment procedures; staff motivation and education; lack of staff and conflicting work priorities; the requirements of manual handling; perceptions of treatment effectiveness; and scheduling conflicts.
Factors that could act as enablers of continence promotion included education; teamwork; adequate staffing; methods of work allocation; sufficient and appropriate equipment and supplies; and experience of success.
The two studies specific to the nursing assistant role in the promotion of continence or the implementation of prompted voiding (Lekan-Rutledge et al. 1998 , Mather & Bakas 2002 ) also identified methods to improve management of the nursing assistant contribution to care. These included regular assignments; inclusion in the plan of care; increased accountability for adhering to a toileting plan; more autonomy and freedom to prioritise; recognition and reward of contribution to continence promotion and management; and identification of role models.
Limitations of the review process
The synthesis of qualitative data is not a straightforward mechanical process and some issues were encountered that need to be taken into consideration when reading the review findings. In the main, we identified the study authors' themes, categories and codes as findings, that is, secondary data. Identified factors could therefore be based on one or many respondents' views and we have not differentiated or made any interpretation of relative importance or size of impact. We have only grouped similar or related factors and identified where multiple studies have described the same factor. Factors were classified as barriers and enablers but many more barriers were identified than enablers and sometimes factors could be interpreted as either. Factors were also classified as relating to different stages in the process of treatment: uptake, participation and withdrawal. We used our judgement to assign factors to the most appropriate stage or direction of effect. Where it was possible to infer from the original, factors are reported as related to a specific therapy such as prompted voiding, but some studies were more related to generic management of incontinence with behavioural therapy.
Discussion
Seven studies involving 200 participants identified clients' views of factors that could act as a barrier to continence promotion. Findings identified from at least one study of moderate quality included increased fear of accidents; attitude to exercises and fitting them into daily life; competing interests; convenience and cost of treatment; and views about the suitability of the intervention. For older people in residential care influencing factors included a tolerance for UI symptoms and a preference for interventions that facilitated independence from staff. Factors that could enable participation from the clients' perspective included having realistic goals and expectations; gaining a sense of mastery and control; help with adapting daily routines; feedback on performance and professional follow up; and the availability of suitable facilities in residential care. Table 6 Findings of staff views studies relating to client and intervention characteristics.
Barriers Enablers
Client Acute care nurses can view UI as a factor of old age, with a focus on containment rather than continence promotion (Dingwall & McLafferty 2006 , Resnick et al. 2006 . Nurses think clients may accept or hide UI (Dingwall & McLafferty 2006) with treatment acceptance dependent on duration of UI, and past coping strategies (Dingwall & McLafferty 2006 ) Factors affecting whether continence promotion strategies were used by nurses included: Pain, functional ability (Resnick et al. 2006 , (Dingwall & McLafferty 2006 Cognitive ability, client ability to communicate and retain information (Dingwall & McLafferty 2006) cooperation and motivation (Mather & Bakas 2002 , Dingwall & McLafferty 2006 Depression (Dingwall & McLafferty 2006) Psychosocial problems: laziness, denial of the problem, not wanting to ask to urinate, fear of falling, resident embarrassed to ask for help (Resnick et al. 2006 ) For some residents the intervention (PV) does not make a difference/no change in wetness noted (Remsburg et al. 1999) Focus on improving pain and function (Resnick et al. 2006 ) Nurses' assessment of incontinence status and selection of appropriate residents for PV (i.e. those who are "able and willing" (key issue) (Lekan-Rutledge et al. 1998) Get to know residents' toileting schedule (Resnick et al. 2006) Nurses used criteria related to avoidance of infection and increase in self-esteem more than clients or family; and used criteria relating to comfort, non-invasiveness and effectiveness less than residents or family (Johnson et al. 2001 ) Intervention Improved efficiency of pads may be a reason for not promoting continence: staff view patients as comfortable, dry, UI is not visible, odour is reduced (Dingwall & McLafferty 2006 ) Pads may be used alongside continence promotion, but that can make it harder to toilet (Dingwall & McLafferty 2006 ) Staff views on interventions e.g. PFMT not viewed as a nursing role (Dingwall & McLafferty 2006) , PV viewed as too time-consuming (Remsburg et al. 1999 ) Procedures may not be followed appropriately (Remsburg et al. 1999 , Dingwall & McLafferty 2006 Get clothes that are easy to pull on/off (Resnick et al. 2006) Context Clients with UI on admission or those transferred from another area with UI are less likely to be assessed with a view to promotion of continence (Dingwall & McLafferty 2006 ) Nurses' dissatisfaction with assessment procedures, particularly around tools used and with multidisciplinary involvement in assessment. Assessment viewed as nursing role rather than multidisciplinary, with lack of referral to specialists (Dingwall & McLafferty 2006 Six studies involving 427 participants (mainly nurses in residential or acute care) identified staff views of factors that could act as a barrier to continence promotion. Findings identified from at least one study of moderate quality included views of staff about the aims of treatment; routes of admission and referral; lack of suitable assessments and involvement of the wider care team; staff motivation and education; conflicting work priorities, requirements of manual handling and lack of staff; and perceptions of treatment effectiveness. Factors that could enable the promotion of continence included staff education; teamwork, adequate staffing and appropriate methods of work allocation; sufficient and appropriate equipment and supplies; and experience of success.
The quality of studies was mixed, with the potential for bias originating in the main from poor description of methods of data analysis, or methods of testing the robustness of the findings. However, most of the qualitative studies were descriptive rather than in-depth studies, so the identification and listing of potential barriers and facilitators to the delivery or uptake of behavioural interventions is unlikely to be problematic, in terms of interpretation or synthesis. Only a small amount of data was extracted from the descriptive component of the two surveys (Remsburg et al. 1999 , Johnson et al. 2001 , such as frequency of agreement with barriers to the use of behavioural methods for continence promotion, or additional barriers identified in free text responses. However, most of the findings were supported by at least one study of moderate quality.
While there were 13 studies included in the analysis focusing on broadly the same topic, there was relatively little overlap between their specific focus, with three studies of treatment choice; three of treatment adherence; two of treatment withdrawal; two of PV implementation; two of continence promotion in long term care, and one in acute care. Only one study (Hay-Smith et al. 2007 ) collected detailed information about clients' experiences of a particular behavioural therapy i.e. PFMT, so there is in fact very little in-depth exploration of client responses to behavioural therapies.
The available evidence for clients relates to cognitively able women in the main, but apart from that similarity, the samples differed. Three studies were restricted to women with stress UI, and the samples in two of these studies were younger. Three of the studies related to older women in residential care, and one study was a community sample. The mix of samples and the different focus of the studies means that the barriers and enablers identified should be viewed as context specific, rather than generalisable to any client group or setting.
There is very little information relating to client experiences of behavioural therapies other than PFMT, and none of the studies were longitudinal, so not much is known about how views might change and develop over time. There is very little information about particular sub-groups, e.g. those with severe or mild incontinence, or about men's experience of behavioural therapies.
The available evidence for staff all relates to nursing staff, predominantly those working in long term residential care, although one study was undertaken in acute care. The samples of four of the studies included a mix of grades from nursing assistant through to charge nurse and Director of Nursing. The identified barriers and enablers related in the main to the direct delivery of care and although two studies did take a rather wider view that included some system features, there is not a strong whole systems approach 
The amount of time it takes to use manual handling equipment in acute care (Dingwall & McLafferty 2006) , staff can't transfer alone and can't get help in time (Resnick et al. 2006) Establish buddy system (Resnick et al. 2006) Transform the environment to facilitate function (Resnick et al. 2006 ) Provide sufficient supplies e.g. commodes, appropriate toilets, toilet lifts, better toilets/commodes, better lifts to help transfers (Resnick et al. 2006) Negative attitude about the effectiveness of treatments (Resnick et al. 2006) Staff felt rewarded when approaches were successful (Dingwall & McLafferty 2006 ) Scheduling conflict -patient at therapy or appointments (Resnick et al. 2006) Findings in italics are from studies where weaknesses in study design are likely to affect credibility.
overall. The focus on behavioural therapies in the general studies of continence care was rather small, with the impression being that nurses did not know much about them. There were no studies in a community setting, and none relevant to the delivery of a specific behavioural therapy other than prompted voiding.
The literature suggests that careful attention needs to be paid to the specific barriers to change in any given setting, identified through 'diagnostic analysis' at levels that may include the individual, groups or teams, organisations and the wider health-care system (Ferlie & Shortell 2001) . Further research on barriers and facilitators to implementing behavioural interventions from the perspective of clients and staff is required in order to enable tailoring of implementation strategies in terms of both the adaptation of evidence to local clinical settings (Graham et al. 2006) , and the selection of strategies to change professional practice that take account of recognised obstacles to, or enablers of, implementation (Baker et al. 2010) .
These gaps were addressed within the Identifying Continence OptioNs after Stroke (ICONS) feasibility trial. This was done by exploring questions with patients related to subjective experiences of continence care (e.g. attitudes to behavioural interventions, expectations, how correct performance was assessed etc.) and included an in depth exploration of barriers to and enablers of introducing BT and PV with nursing and other clinical staff involved in continence care (Thomas et al. 2014 (Thomas et al. , 2015 .
The ICONS intervention was informed by the findings of the evidence synthesis on the barriers and enablers to successful implementation of behavioural interventions for UI in line with the MRC framework for developing and evaluating complex interventions (Medical Research Council 2008) . For example, we added a section to the patient education booklet entitled 'what other people have said': this included motivational quotations from clients in the review (e.g. "Set yourself small goals for improvement", "Do not give up" and "Do not be embarrassed -this is a common condition") (Thomas et al. 2015) .
Conclusion
There is very little detailed exploration of clients' experiences of and responses to, behavioural interventions, with the exception of one in-depth study focussing on PFMT. Similar in-depth research on clients' experiences of other types of behavioural interventions is warranted to understand why people do or do not adhere to these therapies. Evidence of staff experiences is limited to nursing staff and relates predominantly to prompted voiding in long-term residential care; there are no studies evaluating the delivery of behavioural interventions in rehabilitation settings. Studies of the uptake and delivery of other behavioural interventions in other settings are warranted.
